o LSS
o, THE DIVISION OF HEALTH OF MISSOUR) 59-—-018291 _

elfare STANDARD CERTIF'CA“ OF DEATH - STATE FILE NUMBER
bii
rvil:n | ﬂLED MAY 2 5 1gmglstrohon District No / 7 ‘f Pri_r!mry_Ragistrnrion Disr!'icl NO-__..-S_..Q....B,SW...._,.“ Registrur's No.,_._\i_'_%____,,,_,,__,,_-
1. PLACE QF DEATH 2. USUAL RESIDEMCE (Whore deceased lived. If institution: Residence befo
% a. COUNTY AFA)’E 77E o STATE 5 Es_g-auﬁ, b. COUNTY 7 A 54 y}dyg-)u“i y/
57 b. CITY (If outside gorporate limits, give TOWNSHIP only} Inside Limits c. CITY d Inside Li
Tg\\fN LEX’”G?&” Yuw No ] _Tg\F’!l'N COR ER Yesw
c. FgLL NAME OF {lf NOT in hosplrnl, give location) | Length of llay in 1b os-‘fdo i]l-)%E!EETSS {If cutside, give location) Reside on Farm
HOSPITAL OR
o TR mesomal tosPiTAL |/ dAY o N er~74 [/,',.‘ 20. Yos (] NoJ¢
3. NAME OF DECEASED First Middle Last 4, DATE " Month Day Y eor

{Type or prind) M AOdE DE AE/VA SEE DEATH MA)/ 13 1957

5. SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE (In ysars BF UNDER 1 YEAR| IF UNDER 24 HRS.
FEMALE | WHITE | el Janv. 4.3 1895 gl [agifey [her 4

105. USUWAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} » 12. CITIZEN OF WHAT COUNTRY?

| during ée(f)wg;k lw.ﬁ" ratired) INDUSTRY E T#/V"d” COU/V M,ﬁ‘a‘d

| 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAM 14. NAME OF HUSBAND OR WIFE

- |Jemes R GREER SARAH K. P:;T?}/ ARVEY E. SEE

' 15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 18. SOCIAL SECURITY NO.| 17. INFDRMANT Addmn
(Yos, %mm)lﬂl o5, give wor or dates of service) PG p4l - P8 %kyé:,/ E.SE£E ('Oﬁ,df R M/S.TOURI

18. CAUSE OF DEATH (Enter only one cause per line for (g], (b), and (c}.} INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: ( 3 ‘Z S t 2551' ANE DEATH
IMMEDIATE CAUSE (a) ..

Conditlons, if any, } DUE TO (b)

which gove rise to
above causes {a),
stating the wuhder-

DUE TO {c)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lying couse last.
,5.’ PART If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the termingl dlssase condition given in PART I (g} 19. WAS AUTOPSY 1
'6 PERFORMED?
E 231X YES[] NO
| 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.) *
3 O 0O O
v | 20c. TIME OF ,Hour :Month, Day, Year
2 INJURY a.m.
% p.m-

20d. INJURY. OCCURRED 20e. PLACE OF INJURY(e.g., inor chout home,| 204. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE D form, factory, street, office bldg., etc.)

AT WORK

. | artended the deceased from
Decth occurred at

_&%{L'm /zmsfmdlusliuwh alive on

¥, A @ on the date sto“d ubov-, ond 1o the best of my knowladge, from the dfuses staty
/DMHM 22b. ADDRE, 22c. DATE SIGNED

& Vi . _ & Wg/e'h Mo | 5-/55

235, DATE 23c. NAME OF CEMETERY OR CREMATORY <71 73d. LOCAJION (City, town, or caunty) . (Stote)

BORBIY \may 15 /757 ¢ 4LVAR}’ CEMEIERY CORAER /P}/S.S'oaﬁ'l

24. FUNERAL DIRECT APDRESS H 25. DATE RECD, BY LOCAL REG. 16- REGJSTRAR'S SIGNATURE
r&:;%é:ézv ,4/4-¢w.9wu££ /lfo S-2/ -9 % ﬂﬁ é A é
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm

by me, or by «» Student Embalmer No. ...........ccuvuus

..........................................................................................

working under my personal supervision.

........................................................

Signature of Student Embalmer

Licensed Em
P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu

ply with the ghove constitutes %ound; for revocation of ly:ense).~
% embalmed By & STODENT, he alg Shall Sign-in 18 OWN hiadwiting. 2\
If this body is not embalmed, fact should be so stated above. )
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